Introduction
Patients seeking breast augmentation may present with large or elongated nipples. Although the incidence has not been determined, and aesthetic ideals for nipples are subjective, requests for nipple reduction are not uncommon in my practice. The pendulous nipple may be more prevalent in women who have breastfed, and it seems to occur with higher frequency in Asians [1] . Asymmetry of areolar diameter is another frequent oc currence [2] . In either case, correction can often be ac complished with the resultant scar very well concealed at the base of the nipple. The elasticity of the areolar skin allows for adequate access for placing a saline implant via the same incision. With proper instrumentation, either a submuscular or subglandular implant pocket can be dissected under direct vision. The technique has proven to be practical and is not associated with sen sory changes to the nipple [3] .
Scar visibility and location are of increasing con cern to patients considering augmentation. The nipple base incision has been previously reported to result in a highly satisfactory and inconspicuous scar [4, 5] . By combining the augmentation with a nipple or areolar reduction when indicated, patients are spared an un necessary additional scar. Unlike approaches from inci sions away from the breast, reoperation for adjustment or implant replacement is not difficult.
Surgical Technique
The method for nipple reduction involves removing a ring of skin from the base of the nipple, while areolar reduction is accomplished by excising a donutshaped area whose inner diameter abuts the nipple base. The nipple reduction technique is adapted from Regnault [6] , who reported a method involving excision of a band of skin toward the nipple tip. By moving the exci sion to the base instead, scar camouflage is improved, and access for augmentation is gained. For central areo lar reduction, a pursestring closure secures the scar at the junction to the nipple base.
Implant size is selected preoperatively in consulta tion with the patient and according to dimensional measurements, most importantly the base diameter. Smooth round saline implants with an anterior valve work best with this approach. Markings for implant position are made in the upright position. Nipple re duction is determined intraoperatively, so preoperative markings on the nipple are unnecessary. For areolar reduction, markings are made with the patient either upright or supine.
The nipple base and areolar tissues are infiltrated with lidocaine 1% and 1:100,000 epinephrine. A 40 ny lon traction suture is doublelooped through the nipple, and a circumferential incision is made at the base. For nipple reduction, a second incision circumscribes the nipple at a level corresponding to the degree of desired reduction, usually about 5 mm or 6 mm above the base. A fullthickness excision is then done (Fig. 30.1 ). For areolar reduction, the donut ring of skin is re moved. If this is a unilateral reduction, the distance be tween the outer edge of skin removal and the areolar margin should equal the distance from the nipple base to the areolar boundary on the opposite side ( Fig. 30.2) . In either case, after skin removal the areolar skin is un dermined with a #15 blade scalpel and/or iris scissors in the superficial plane to the outer margin but not be yond. Skin hooks are used (Fig. 30.3 ) along with needle tip monopolar cautery as needed.
At this point a lighted rightangle retractor with a 1cmwide, 6cmlong toothed blade (custommade by Electro Surgical Instrument, Rochester, NY, USA) can be introduced. The nipple "tucks" into a pocket under the skin in the superior portion of the wound, while dissection proceeds into the deeper subcutaneous plane toward the inframammary fold. A lighted Aufrecht re tractor may also be used, but the angle is not optimal. As the exposure improves, a second retractor is inserted. Once the chest wall is encountered, the implant pocket can be made in the subpectoral, subfascial, or subglan dular plane as desired.
After pocket irrigation, the implant is rolled tightly around the fill tube and inserted. A closed fill system is used. After the appropriate positioning and orientation of the implant are confirmed, the skin edges are approx imated with a 40 or 50 PDS suture in a pursestring fashion, modified to incorporate bites of the nipple base tissue alternating with the outer skin edge. Further re finement of the closure can be done with interrupted 60 fastabsorbing gut suture, but this is not typically neces sary. Operating time is typically about 60 min total.
For dressings, the nipple is usually loosely wrapped with Xeroform or petrolatumimpregnated gauze, and then cotton gauze pads with a hole cut out for the nip ple (to avoid excess pressure) are applied. Dressings are removed at 3-5 days, and antibiotic ointment is recom mended.
Results
Simultaneous breast augmentation via the nipple or areolar reduction approach has yielded consistent re sults with a high degree of patient satisfaction. I have used smooth round saline implants exclusively with this technique, ranging in size from 240 cc to 475 cc, with fill volumes typically 5-10% above nominal implant size. Figure 30 .4 shows a representative case. This pa tient presented with postpartum involution and ptotic nipples following pregnancy, requesting augmentation with saline implants. The nipplebase excision tech nique was employed. Figure 30 .5 shows closeup views of a different patient, with 1year followup, confirming that results are stable over time.
Complications
One patient in my series developed a capsular contracture approximately 6 months postoperatively. While this is theoretically attributable to bacterial contamination re sulting from dissection in the vicinity of milk ducts close to the nipple, this process remains speculative. The Fig. 30.2 For areolar reduction, the donut ring of skin is re moved. If this is a unilateral reduction, the distance between the outer edge of skin removal and the areolar margin should equal the distance from the nipple base to the areolar boundary on the opposite side 
